Vulnerability to mental illness in veterans has been well documented, as research shows deployments and combat to be predictive of high rates of posttraumatic stress disorder (PTSD), depression, and other mental health problems (Hoge et al., 2004; Kang & Hyams, 2005; Lapierre, Schwegler, & Labauve, 2007; Milliken, Auchterlonie, & Hoge, 2007) . Despite this, studies have shown veterans to be under accessing mental health care (Hoge et al., 2004; Kim, Thomas, Wilk, Castro, & Hoge, 2010; Milliken et al., 2007; Sareen et al., 2007; Sudom, Zamorski, & Garber, 2012) .
There are many studies that have looked at barriers to accessing care on veterans. Pietrzak, Johnson, Goldstein, Malley, and Southwick (2009) found a negative attitude toward mental health to be the biggest predictor of barriers to care, with other studies finding similar results (Brown, Creel, Engel, Herrell, & Hoge, 2011; Sudom et al., 2012) . Being emotionally ready for treatment is also a seemingly well-accepted barrier, as some studies have shown items like "not being able to ask for help" and "not being able to admit to a problem" (Stecker, Fortney, Hamilton, & Ajzen, 2007) to be indicators of barriers to care. Perceived stigma toward seeing a mental health professional has received much attention with mixed results, as some studies show it to be a major barrier (Kim et al., 2010; Zinzow et al., 2013 ) while others do not (Ouimette et al., 2011; Sudom et al., 2012) .
General issues with the procedure of treatment seem to be a common cause of dropout, as trust issues with the mental health professional (Hoerster et al., 2012; Hoge et al., 2014) and concerns about confidentiality (Hoge et al., 2014) have been identified as factors related to a lack of engagement. Though the effects of perceived stigma were somewhat unclear in barriers to veterans accessing care, this does not seem to be the case with utilization of care, as multiple studies have found it to be a major factor in a veteran's choice to leave treatment (Hoerster et al., 2012; Hoge et al., 2014) . Finally, concerns over the effectiveness of treatment and believing that they could handle their problems on their own were also shown to be barriers to engagement in care (Hoge et al., 2014) . Hoge et al. (2014) found two external barriers: work interference and not having enough time with a mental health professional.
The Health Belief Model (HBM) is one of the most commonly used models to conceptualize what factors are relevant to a patient when he or she decides to engage in a health promoting behavior (Carpenter, 2010; Janz & Becker, 1984; Rosenstock, Stretcher, & Becker, 1988) . The HBM theorizes that patients weigh their own belief in needing to handle one's own problems against their actual treatment need in the context of cues to action that either encourage or discourage health promoting behavior. As a result, HBM posits that to understand factors in treatment engagement, one must make a distinction between actual need for care and perceived need for care; namely, just because someone might require a medical intervention does not guarantee that this individual will agree. Further, HBM indicates that patients do not have these beliefs in a vacuum but in the context of social relationships, meaning that individuals who feel support from others could have different perceptions about the need for treatment.
The perspective of HBM therefore raises the following question: how do veterans' actual and perceived need for treatment relate to later use of mental health treatment, and to what extent does social support impact this relationship? Indeed, a recent study showed that U.S. soldiers who said they preferred to manage problems on their own had worse treatment seeking in the next year (Adler, Britt, Riviere, Kim, & Thomas, 2015) . Another study of U.S soldiers found a similar result in that soldiers feeling that they could handle problems on their own was a common reason for dropout (Hoge et al., 2014) . Do veterans show the same pattern after separating from the military? Would stronger perceived social support affect one's preference to manage problems on one's own? Might it encourage an individual to seek help from others? In this case, would social support indirectly affect treatment utilization by encouraging a veteran to recognize a need to get help from others? This study aims to answer these questions and poses the following hypotheses. Based on the HBM and existing research, we hypothesize that although actual need for treatment will predict increased treatment utilization, lack of perceived need for treatment (i.e., belief one can solve problems on one's own) will predict reduced treatment utilization in the next year. Further, based on HBM, we hypothesize that veterans who perceive greater social support will endorse fewer barriers to utilizing care and demonstrate higher levels of treatment utilization.
Method Study Design and Participants
Conducted as part of a U.S. National Institute of Mental Health funded grant to develop risk assessment tools for veterans, and drawn by the U.S. Department of Veterans Affairs (VA) Environmental Epidemiological Service in May 2009, the study sample was taken from the National Post-Deployment Adjustment Study (NPDAS; Elbogen et al., 2013) . The sample was randomly selected from 3,000 veterans from a database of over 1 million U.S. military service members who: (a) served after September 11, 2001 in Operation Iraqi Freedom (OIF) or Operation Enduring Freedom (OEF) and (b) either had left from active duty service or were in the Reserves/National Guard. After Institutional Review Board approval was obtained, veterans were surveyed using Dillman methodology (Dillman, Smyth, & Christian, 2009) , utilizing multiple and varied contacts to maximize response rate. This study implemented two waves of data collection 1-year apart with parallel procedures, with participants being reimbursed after completing each wave.
At each wave, participants were first sent an introductory letter about the upcoming survey. Four days later, they were sent an invitation by mail, which contained commemorative postage stamps as an incentive and instructions on how to complete a 35-min confidential web-based survey. Sixteen days after the invitations were mailed, potential participants were sent postcards thanking them for completing the survey or reminding them to do so. Two weeks after the postcard mailing, those who had not taken the survey received a paper version with a postage-paid return envelope. Two months after the print survey had been mailed, a final letter was sent encouraging participation and explaining that the survey would close the following week. Wave 1 was conducted July 2009 to April 2010, yielding a 47% response rate, comparable with that achieved in other national surveys of veterans in the United States (Tanielian & Jaycox, 2008; Vogt et al., 2011) .
At Wave 2, participants were queried exactly one year after completing the Wave 1 survey over the period from July 2010 to April 2011. At conclusion, n ϭ 1,090 veterans completed Wave 2 yielding a 79% retention rate. The military branch breakdown as well as ethnicity of the final sample approximated the actual composition of the U.S. Armed Forces and approximated the composition of the armed forces at the time of the survey (Defense Equal Opportunity Management Institute, 2010). Geographically, the final sample accurately corresponded to known military demographics with the 50 U.S. states, Washington, DC, and four territories represented in close approximation to reported military statistics (Defense Equal Opportunity Management Institute, 2010). To our knowledge, the National Post-Deployment Adjustment Study enrolled one of the most representative samples of U.S. Iraq/Afghanistan veterans to date. Table 1 shows the descriptive data of the sample used in this study. Of the total sample, 84.05% (n ϭ 665) were male with 26.37% (n ϭ 208) identifying their race as nonwhite and 81.86% (n ϭ 648) receiving an education past high school. About half of the sample reported high combat experience, with 34.17% reporting a service connected disability and 70.08% (n ϭ 554) showing good social support. About a quarter of the sample said it had been a year since deployment, with 26.46% (n ϭ 209) indicated they had completed multiple deployments when in the military. About half of the sample was reservists, while 18.68% (n ϭ 148) were officers. Clinically, 23.75% (n ϭ 188) met criteria for alcohol misuse and 17.88% (n ϭ 141) met the standards for PTSD. Of those that accessed care (n ϭ 253), the mean number of visits during the year was 9. Finally, when veterans were asked whether they think its up to them to handle their problems on their own, 21.95% strongly agreed (n ϭ 170), 20.58% (n ϭ 159) somewhat agreed, 40.92% (n ϭ 316) somewhat disagreed, and 16.55% (n ϭ 128) strongly disagreed.
Measures
At Wave 1, data attained included age, gender, race/ethnicity, marital status, employment, education, military branch, number/length/dates of deployments, and military rank. Additionally, service connection disabilities, or injuries that occurred over military service that normally warrant compensation and treatment, were also recorded. Combat exposure was measured by a subscale of 16 items within the Deployment Risk and Resilience Inventory (DRRI; King, King, & Vogt, 2003) , sample items include "I went on combat patrols or missions," "I was part of a land or naval artillery unit that fired on the enemy," and "I was wounded or injured in combat." Two items were summed from the Quality of Life Index to measure social support, in which participants were asked to rate "the emotional support you get from family" and "the emotional support you get from friends" on a scale ranging from 0 very dissatisfied to 5 very satisfied (Ferrans & Powers, 1992) .
For mental health problems, we examined PTSD and alcohol misuse. Probable PTSD was measured with the Davidson Trauma Scale (DTS; Davidson et al., 1997) , which uses rating the past week frequency and severity of 17 Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) PTSD symptoms of reexperiencing, avoidance/numbing, and hyperarousal related to a specific trauma. We utilized a DTS cutoff score of 48, which has demonstrated .82 sensitivity, .94 specificity, and .87 diagnostic efficiency with a Structured Clinical Interview of Diagnosis (SCID) diagnosis of PTSD in Iraq and Afghanistan War Veterans (McDonald, Beckham, Morey, & Calhoun, 2009 ). An Alcohol Use Disorder Identification Test (AUDIT) cutoff of 8 was used to identify probable alcohol misuse (Bradley, Bush, McDonell, Malone, & Fihn, 1998) , sample items include "How often do you have a drink containing alcohol?" and "Have you or someone else been injured as a result of your drinking?"
Regarding perceived need for treatment, participants were asked: "Veterans may face obstacles getting or using mental health services for a number of reasons. Please rate how much you agree or disagree with each statement as it applies to you" and then prompted to rate perceptions, as based on empirical research in military personnel (Elbogen et al., 2013; Hoge et al., 2004) . Specifically, we examined responses to "It's up to me to work out my own problems" scored on a 4-point Likert Scale (1 ϭ strongly disagree, 2 ϭ somewhat disagree, 3 ϭ somewhat agree, 4 ϭ strongly agree). This item is closely aligned with recently published research demonstrating that preference for self-management of mental health care related to nearly 50% lower use of treatment in the next year in a sample of U.S. soldiers (Adler et al., 2015) .
At Wave 2, mental health utilization data was obtained for the number of visits made to a psychiatrist, psychologist, counselor, or other mental health professional in the past year; specifically, participants were asked: "How many times in the past year have you seen a psychiatrist (mental health person who can prescribe medicine)? How many times in the past year have you talked with a psychologist, counselor, or any other mental health professional?" For the current study, number of visits were summed and for multivariate analyses, if the participant indicated 1 or more visit, this was operationalized as the veteran as having utilized mental health treatment in the past year.
Statistical Analysis
Statistical Analysis Software (SAS) 9.3 was used for all statistical analyses. Analyses were weighted by gender to adjust for oversampling. Women represented 33% of the NPDAS sample in contrast to 15.6% (approximately oneseventh) of the military based on September 2009 Defense Manpower Data Center figures (Defense Equal Opportunity Management Institute, 2010). Data were weighted to reflect the latter proportion, adjusting the sampled n ϭ 1,090 to a weight-adjusted n ϭ 866. Chi-square analyses were used to analyze categorical data for differences in diagnosis, treatment use, and perceptions about treatment.
Logistic regression was conducted to analyze factors related to veterans' pursuing mental health treatment at Time 2. Mental health visits at Time 2 was dichotomized as either pursuing treatment or not. Logistic regression was first conducted on the entire sample and then on a "clinical subsample" composed of individuals who were beyond the respective cutoff scores for PTSD on the DTS (Ͼ ϭ 48) and/or for alcohol misuse on the AUDIT (Ͼ ϭ 8).
A mediation analysis was run to analyze the connection between need to handle one's own problems and social support with PTSD as a predictor of the number of visits on the entire sample. Mediation analysis was conducted using SAS PROCESS MACRO developed by Hayes (2012) . Mediation analysis explores the existence of multiple casual pathways by testing for an indirect effect that some variable may have on another variable, namely that one variable is influencing another through a third variable (Hayes & Scharkow, 2013) . In addition, this procedure provides bootstrapping on the sample, a resampling method that relies on random sampling with replacement to increase validity.
Results

Factors Related to Mental Health Beliefs and Visits
Correlational data using Spearman Correlations for the entire sample are listed Table 2 . Not perceiving a need for treatment was positively (dichotomized here as agree vs. disagrees) associated with PTSD severity, alcohol misuse, combat experience, and officer rank and negatively associated with social support. Number of visits to a mental health provider in the following year were positively associated with PTSD severity, alcohol abuse, combat experi- ence, over a year of deployments, multiple deployments, and female gender, and negatively associated with age and social support. Table 3 shows a multivariate analysis of a number of factors and their ability to predict a visit to a mental health professional at Time 2 for the entire sample. PTSD symptoms were the strongest predictor of seeking a visit to mental health professionals. Service connection was also significantly positively associated with seeking a visit to mental health professionals. Contrastingly, good social support and not perceiving a need for treatment were negative predictors of seeking treatment. Table 4 shows a multivariate analysis of a number of factors and their ability to predict a visit to a mental health professional at Time 2 for the clinical sample. Similar to the entire sample, PTSD symptoms and service connection were positively associated with seeking treatment from a mental health professional in the clinical population. Meanwhile, not perceiving a need for treatment was a negative predictor of seeking treatment. Social support was not a predictor of seeking treatment in the clinical population. Figure 1 depicts the mediation analysis of the effects of PTSD, social support, and perceived need on obtaining mental health treatment in the next year. Mediation analysis was conducted on the entire sample. PTSD showed a positive direct effect on seeking treatment (␤ ϭ 1.188, SE ϭ 0.1653, p Ͻ .001), with an increase in PTSD symptomology associated with an increase in visits. In regards to the association between PTSD and belief in needing to handle one's own problems, PTSD also showed a positive relationship (␤ ϭ 0.350, SE ϭ 0.070, p Ͻ .001) with the belief of needing to handle one's own problems, meaning that an increase in PTSD showed an increase in the frequency at which veterans believed they could handle it on their own. Finally, there was a negative association between a belief of needing to handle one's own problems individually and utilizing care longitudinally (␤ ϭ Ϫ0.235, SE ϭ 0.075, p ϭ .002), indicating that increased belief in needing to handle one's own problems was related to a decrease in the number of visits. Looked at holistically, this means that while PTSD was directly positively related to seeking mental health treatment, it also was indi- rectly correlated with not seeking care through an increased belief of needing to handle one's own problems. PTSD and social support were inversely correlated (␤ ϭ Ϫ1.945, SE ϭ 0.164, p Ͻ .001), with the latter predicting not using care (␤ ϭ Ϫ0.132, SE ϭ 0.028, p Ͻ .001). In this way, it appears veterans with greater social support may have less of a need for treatment. However, veterans with more social support showed less belief in needing to handle one's own problems (␤ ϭ Ϫ.061, SE ϭ 0.011, p Ͻ .001), which, as already mentioned, was found to relate utilizing treatment (␤ ϭ Ϫ.235, SE ϭ 0.075 p ϭ .002). In other words, better social support directly lessened treatment utilization, but indirectly increased treatment utilization by decreasing the belief that one needs to handle problems without help.
Factors Related to Mental Health Visits
Mediation Analysis
Discussion
In sum, this study found data to support some of our hypotheses. First, as predicted by HBM (Rosenstock et al., 1988) and previous literature (Hoge et al., 2014) , this study found veterans who had greater need for treatment (e.g., PTSD symptoms) were more likely to utilize treatment in both samples. Second, this study identified that a lack of perceived need for treatment, shown to be a key barrier to accessing care in veterans (Elbogen et al., 2013) , actually related to lower treatment use in the future. The current study builds upon previous findings (Adler et al., 2015) that a proclivity toward selfmanagement may be a barrier toward seeking mental health support. To our knowledge, this is the first study to find this effect in a veteran sample. Third, when looking at the entire sample, this study found social support and PTSD symptomology to have mixed effects on treatment use in veterans. Specifically, both factors showed an indirect effect that differed from their direct effect, on treatment use via their relationship with veterans' beliefs they could handle problems on their own.
Clinical Implications of the Role of PTSD
While this study does not explore the exact casual nature of the pathway of PTSD symptoms, one can certainly conjecture as to the why PTSD has such different effects. One of the symptoms of PTSD is emotional numbness, which can make individuals feel isolated from society. It is possible that veterans who feel this symptom more significantly may feel more secluded from the rest of society, as they may take more upon themselves to handle their own problems. Additionally, many studies (Hoerster et al., 2012; Hoge et al., 2004; Hoge et al., 2014; Kim et al., 2010; Stecker et al., 2007) have found a correlation between PTSD and stigma, and stigma's negative effect on treatment use. It's possible that stigma and perceived need may interact, in that negative stigma influences veterans to believe they do not have anywhere to go with their issues. The results of this study point to the effects of PTSD on treatment use to be more complicated than what clinicians may currently be aware of. This is especially true considering PTSD symptoms were found to be predictive of seeking care in both samples.
Another set of implications of these findings concerns provision of mental health care for veterans. Clinicians may be concerned with how to get their veterans with PTSD or other mental health disorders to return to care. The current findings attest to the need for clinicians to address patients' belief systems, preferably in the very first meeting. This could potentially help ensure that veterans do not drop out of treatment because they do not believe they need help. However, perceived need on its own was predictive of seeking care in both samples, and thus its importance in therapy should not be overlooked.
Clinical Implications of Social Support
Similar to the pathway with PTSD, social support was found in the entire sample to have multiple effects on whether a veteran seeks out a mental health professional. In terms of social support leading to less need for services, it's possible that social support may serve as a substitute for treatment or as a proxy for veterans who simply were functioning better and did not need additional mental health attention. The fact that social support was not directly related to seeking care in the clinical sample further solidifies that veterans with stronger social support likely showed better mental health (and thus less visits). Contrastingly, having a greater social support could lead to peers encouraging veterans to seek out help, thus increasing perceived need and explaining the indirect increase in visits. This effect was found in both samples, which further emphasizes the relationship between social support and this belief. Both of these latter two explanations would be in line with the HBM, which has a "cues to action" factor that includes items like social support. In terms of implications, efforts should be made to incorporate social support into mental health care of veterans. Once in the door, the findings do suggest that clinicians should be more aware of the role social support can play in getting veterans to treatment, and be more candid in talking about its importance. Similar to with PTSD, this should also be a subject that is broached upon in the first session. In this way, a clinician will be able to better assist with equipping their veteran patient to harness their social support, thus leading them back to treatment.
Policy Implications
The results of this study may suggest that research with veteran mental health use should possibly shift to other focuses, with emphasis on issues in addition to stigma. Put differently, it is important that policymakers also aim to encompass more of the cognitive schema within veterans' decision making to use mental health care, especially in accordance with HBM. The current data points to two such schemas to focus on in veterans' perceived need for help from others and the impact of social support. In sum, the findings imply that military policymakers would do well to not only address stigma as they currently do, but also add campaigns to specifically focus on veterans' belief systems and engaging veteran's support network in a way that facilitates veterans seeking the help they may need.
There are several limitations that should be noted. First, the effect sizes for the mediation analysis were not always large, and never large enough to come close to fully mediating the direct effect between PTSD and number of visits. For this reason, one should not look at these results and believe that the indirect effects found lessen the importance of the direct effect between PTSD and number of visits. Rather, they are meant to supplement that already wellestablished direct effect. Additionally, seeking out mental health care is an imperfect dependent variable, as it is possible that some patients may attend more sessions than others. Future research could focus on the number of sessions attended.
The findings indicate clinicians working with veterans should address the roles of PTSD and social support in their initial clinical encounters and identify how these factors may play a role in whether the veteran returns to treatment, especially in relationship to veterans' belief in needing to handle one's own problems. Focusing on this barrier, in addition to other internal barriers such as stigma, could significantly assist veterans in overcoming whatever obstacles may prevent them from treatment and reduce treatment dropout. Thus, clinicians can better assure veterans follow-up with mental health by exploring veterans' belief systems, employing conceptual models like HBM, and investigating the role of social support in veterans' lives.
